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Abstract
Background: The Palliative Care Consult Service (PCCS) programme was among the first initiations in Hungary to
provide palliative care for patients admitted to hospital. The PCCS team provides palliative care for mainly cancer
patients and their family members and manages the patient pathway after being discharged from the hospital. The
service started in 2014 with 300–400 patient visits per year. The aim of this study is to give a comprehensive
overview of the PCCS programme guided by a conceptual framework designed by SELFIE (“Sustainable intEgrated
chronic care modeLs for multi-morbidity: delivery, FInancing, and performancE”), a Horizon2020 funded EU project
and to identify the facilitators and barriers to its wider implementation.
Methods: PCCS has been selected by the SELFIE consortium for in-depth evaluation as one of the Hungarian
integrated care models for persons with multi-morbidity. The qualitative analysis of the PCCS programme was
based on available documents of the care provider and interviews with different stakeholders related to the
programme.
Results: The integrated, multidisciplinary and patient-centred approach was well-received among the patients,
family members and clinical departments, as verified by the increasing number of requests for consultations. As a
result of the patient pathway management across providers (e.g. from inpatient care to homecare) a higher level of
coordination could be achieved in the continuity of care for seriously-ill patients. The regulatory framework has only
partially been established, policies to integrate care across organizations and sectors and adequate financial
mechanism to support the enhancement and sustainability of the PCCS are still missing.
Conclusions: The service integration of palliative care could be implemented successfully in an academic hospital
in Hungary. However, the continuation and enhancement of the programme will require further evidence on the
performance of the integrated model of palliative care and a more systematic approach particularly regarding the
evaluation, financing and implementation process.
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Background
Due to the growing prevalence of multi-morbidity, health-
care providers face increasing challenges with delivering
appropriate care at a reasonable cost, especially for pa-
tients with palliative care needs [1–4]. Based on the results
of the European Association for Palliative Care Task Force
survey [5] the coverage of palliative care services has im-
proved significantly in the past years and became more
widespread in Western European countries. However, the
coverage of specialist palliative care services such as hos-
pital consultation services is very low in Central and East-
ern European countries and especially low in Hungary
(see Table 1). Besides home care services there were only
four hospital palliative care support teams in 2015, [8],
and three of these teams were not operating as part of the
hospitals but as separate organizations.
The need for palliative care within secondary care in
Hungary has emerged due to the observed over- or
undertreatment of patients and the absence of adequate
management of physical and psychological symptoms.
Palliative care within hospital settings is a relatively new
form of care in Hungary [6]. The Palliative Care Consult
Service (PCCS) programme was the first initiative in
Hungary to provide palliative care within an inpatient
care institution at the Clinical Centre of the University
of Pécs. The Clinical Centre is an academic hospital of-
fering a variety of services to treat the general healthcare
needs of patients as well as specialized services. The in-
stitution is the only hospital in the city with 1575 beds
and 27 clinical departments. The number of inpatient
admissions is around 80,000 (of which 22–24% are can-
cer patients) per year. The academic hospital also serves
as a healthcare hub for the geographic region, admitting
patients transferred from other hospitals.
The aim of the PCCS programme was to establish a
skilled, multidisciplinary team consisting of a palliative
care physician, psychologist, and a coordinator to pro-
vide specialized consulting service for seriously-ill pa-
tients and their family members. Most of the patients
with palliative care needs have multi-morbidity, as they
usually suffer from multiple chronic conditions. PCCS
has been selected by the SELFIE consortium for in-
depth evaluation as one of Hungarian multi-morbidity
integrated care models.
SELFIE (“Sustainable intEgrated chronic care modeLs
for multi-morbidity: delivery, FInancing, and perform-
ancE”, Grant Agreement No. 634288), a Horizon2020
funded EU project, has established a new framework of
integrated care for multi-morbidity [1, 2]. The concep-
tual SELFIE framework organises elements of integrated
care into the six WHO components of health systems
(service delivery, leadership & governance, workforce, fi-
nancing, technologies & medical products, information
& research), thus providing a model for a system-level
approach [2]. The aim of this study is to give a compre-
hensive overview of the PCCS programme covering the
six components of the conceptual framework for inte-
grated care in multi-morbidity [9]. The paper also aims
to share the barriers to the implementation alongside
strategies that were applied to overcome them and to
support the development of a formalized functional
model of integrated palliative care in Hungary, as this
model can serve as an example for other institutions in
the Central and Eastern European Region. The detailed
description of PCCS is available as SELFIE project de-
liverable report [10]. Further details on SELFIE can be
found on the website (www.selfie2020.eu).
Methods
The evaluation of PCCS consists of a qualitative and a
quantitative research phase. The quantitative research
phase (not reported in this paper) evaluates multiple
patient-level outcomes related to health, patient experi-
ence and healthcare costs in a large sample of PCCS and
control patients. The qualitative research described in
this paper preceded the quantitative research phase and
was focusing on how the PCCS programme has been ini-
tiated, conceptualized, implemented and was operating
from the perspectives of various stakeholder groups. In
this study the method of thick description was applied,
which is a qualitative empirical research method to in-
vestigate implicit social practices, such as health care de-
livery. In the specific context of the SELFIE project, this
formal description pertains to the general organisational
structure of the programme and formal relations of the
involved stakeholders. The formal description is valuable
in itself, because it gives an overview of the domains and
Table 1 Coverage of specialist palliative care services in Western Europe, Central and Eastern Europe and Hungary in 2012 [6] [7]
Service Western Europe Central and Eastern Europe Hungary Recommended ratio Coverage of Hungary
services per 100,000 inhabitants service/100,000 inhabitants detected/neededb services; %
Home care team 0,4 0,21 0,69 1 69/99; 69%
Inpatient palliative care services 0,35 0,14 0,13 0,5 13/50; 26%
Consult servicesa 0,3 0,08 0,03 0,5 3/50; 6%
aNamed in the study as hospital support team;
bDetected services are the actual number of services in Hungary. To calculate the demand of services needed, the population of 100,000 units is multiplied by that
ratio recommended for 100,000, suggested by EAPC White Paper [7]
Zemplényi et al. BMC Palliative Care           (2020) 19:41 Page 2 of 12
levels of integration, the individuals and organisations
involved, the tools used and the processes employed.
The data collection and the evaluation was conducted
by evaluators of the SELFIE program. A document ana-
lysis was performed based on various documents (e.g. offi-
cial documents of the programme, grey literature and
presentations) and expert information, as this was essen-
tial to obtain a basic knowledge about the programme.
Most of the documents were provided by the academic
hospital and some information were publicly available on
the internet. More information on the thick description
methodology and the documents used for the analysis is
available in the SELFIE thick description report [10].
To get a deeper understanding of the features of the
PCCS, interviews were conducted with different stake-
holders involved in the programme. On the basis of the
document analysis, a purposive sample of interviewees
was defined. Interviewees had no prior relationship to
the researchers and were approached personally, by
email or by telephone. The main aim of the interviews
was not to evaluate unique patient paths or outcomes
but to understand how these stakeholder groups think
about the key features of PCCS. Therefore, questions of
“how” and “why” were at the centre of the interviews
and the subsequent analysis of their contents. This com-
prehensive approach allows for a deeper understanding
of what daily practice in the programme looks like.
SELFIE researchers defined categories of stakeholders to
be interviewed in advance: managers of the programme;
initiators of the programme; representatives of the payer;
professional staff (e.g. physicians, nurses); patients and
informal caregivers (e.g. relatives). For each of these
stakeholder groups, thematic focus areas were defined. A
set of interview protocols were prepared by SELFIE, con-
sidering the different backgrounds of the individual
stakeholder groups and the relevant themes to be dis-
cussed (see Table 2). This served the purpose of gaining
insights into the programme from various perspectives.
The included questions covered, for example, the stake-
holders’ perceptions of delivery of care for persons with
multiple chronic conditions, their roles and relationships
to the programme and their personal views on the bar-
riers to, and facilitators of PCCS.
Altogether 15 interviews were carried out, all face-to-
face with a duration of 30 to 90min between June and
August 2016. The interviews were recorded and tran-
scribed. Two independent researchers from the SELFIE
team reviewed the transcriptions, which were then ana-
lysed using content analysis method developed by Mayr-
ing [11]. First, the main topics for each interviewee were
determined. Per topic, units were selected for analysis, for
example a full sentence or a paragraph. For each selected
unit a paraphrasing was carried out, and then translated
into English in a shorter form. The study was built
through the interpretation and narrative description of the
shorter form of interview paraphrases, which were struc-
tured according to the six components of the SELFIE con-
ceptual framework. Barriers to and facilitators of the
Table 2 List of interview partners in the “Palliative Consulting Services” Programme qualitative evaluation
Interview partner groups Position
Managers (N = 4) Manager of the programme (N = 2) Medical Director of the Clinical Centre
Head of the Department of Primary Health Care
Initiator of the programme (N = 1) Head of the Department of the Hospice-Palliative
Care Department
Representative of sponsor/payer
organisations (N = 1)
University of Pécs, Health Insurance Department
Heada
Physicians (N = 3) Palliative care team physician
Physician requesting consultation
Palliative care physician in the home care
Non-physician healthcare
professional (N = 4)
Hospice nurse and coordinator in the palliative
care team
Palliative care team psychologist
Head nurse at a clinical department
Head nurse at a clinical department
Informal caregivers (N = 2) Relative of a patient
Relative of a patient
Patients (N = 2) Patient involved in PCCS programme
Patient involved in PCCS programme
aNote that there is no specific macro-level funding to this project beyond the hospital's normal financial sources. Therefore, the interviewee was a representative
of the academic hospital
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PCCS programme were summarized in each of the six
components. All anonymised quotations in the study re-
port (intended to present the stakeholders’ perspectives in
their own words) were translated to English.
Results
Embedding the palliative care consult service programme
in the Hungarian healthcare system
Palliative care is provided in four main forms of service
in Hungary, including inpatient hospice institutions,
home hospice palliative care services, outpatient pallia-
tive care clinics and consult services. For patients living
in the geographic region of the city Pécs, inpatient hos-
pice care (organized by the Catholic Church) and the
home hospice palliative service (provided by the Pécs-
Baranyai Hospice Programme and Social Network Asso-
ciation) have been available since 2004. The Clinical
Centre had set up an outpatient palliative clinic in 2012,
while the most recently established provider of palliative
care in Pécs was the PCCS, which started its operation
in June 2013. Via the consult service, palliative care was
integrated into secondary care (see Fig. 1).
Service delivery
The target group of the programme are patients in the
advanced stage of chronic progressive diseases. Accord-
ing to a regulation of the National Health Insurance
Fund to improve complex home and institutional hos-
pice services, 80% of the patients involved in care must
be oncology patients (with the ICD-10 code “C”). For
the remaining 20%, seriously-ill patients with other
chronic diseases (AIDS, autoimmune diseases, progres-
sive neurological diseases other than stroke, dementia or
Alzheimer’s disease) may be involved based on the insti-
tution’s decision [2]. In the academic hospital, the
PCCS’s work was mainly focused on patients with locally
advanced or metastatic cancer (the proportion of oncol-
ogy patients visited by the team is over 90%).
Process of palliative care consultations
Patient care is provided by a dedicated team working
closely with other hospital professionals. The task of the
team is to respond quickly to the needs of the patients. For
this reason, a palliative care coordinator is available 5 days
a week (Monday to Friday) from 8:00–16:00 for personal
consultations at any clinical departments and answers a
hotline on the weekends. The process is shown in Fig. 2.
Requesting consultation
The team is available on request for consultations that
can only be submitted by doctors from the relevant de-
partments (see Fig. 3 and Fig. 4). The need for palliative
care is often first noticed by a nurse, and then discussed
with the attending physician. The main reason for
requesting a consultation must be stated in the elec-
tronic referral system: 1) discharging patients to home
hospice-palliative care, 2) transferring patients to in-
patient hospice institution 3) providing palliative care at
the ward: pain relief, management of other symptoms or
4) providing psychosocial support. A significant
Fig. 1 Relationship of PCCS regarding palliative care
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proportion of the requests relate to management of the
discharge to home hospice-palliative care or to inpatient
hospice care (see Fig. 5).
Quotation from a patient: “Someone told me I
needed a psychologist because this helpless state is
making me mad…, then we talked to a nurse in the
hospital and she said that there was this team who
could help me. Somebody came to me maybe the
next day, and said that if I wanted, they would come
and tell me what it is all about. They have been
with me since then (2 months ago).”
Introductory assessment
The coordinator, who is a nurse in the PCCS team, visits
the appropriate hospital department within 24 h of the call
for consultation, assesses the performance status and needs
of the patients by talking to patients and family members,
reviewing available medical records, and consulting with
the attending physician and nurses. The assessment report
includes the disease state, physical and mental condition of
the patient, pain and other symptoms, as well as social, spir-
itual and cultural aspects.
Creating a treatment plan
The involvement of patients in the treatment plan and
care process is based on the preferences of the patients.
In case of a need for pain relief or management of other
burdensome symptoms (e.g. nausea), the coordinator in-
volves the palliative physician in the process. The phys-
ician assesses the symptoms, discusses the expectations
of patients and their family members regarding care, and
listens to how well they understand the disease and its
prognosis.. The physician will also consults with other
specialists (e.g. oncologist) if needed to create a written,
comprehensive and personalized treatment plan.
Organization of further care
The coordinator maintains contact with the patients and
the family members. He responds to the needs of patients
while they stay in the hospital. He facilitates joint decision-
making with patients and family members on the further
care, considering the wishes of the patients, home
Fig. 3 Number of palliative consultations requested, 2013–2017
Fig. 2 The process of palliative care within the acute care hospital
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environment, the social and financial possibilities, and the
availability of family members or informal caregivers for
care. It is the task of the coordinator to share the necessary
information about the treatment plan with the professionals
who will provide further care.
PCCS team also provides self-management support for
patients who go home. The medical aspects of self-
management interventions include providing practical in-
formation to patients about care activities (e.g. cleaning
the feeding tube, stoma replacement, prevention of bed-
sore) or proper nutrition (e.g. to prevent constipation).
Follow-up on patients
Patients discharged from the academic hospital are mainly
followed-up by general practitioners. Nevertheless, PCCS
programme created several channels for maintaining the
continuity of care. Patients with relatively good conditions
are cared for by the outpatient palliative clinic (a depart-
ment of the Clinical Centre), which, in cooperation with
the PCCS physician, reviews the pain and other symp-
toms, assesses patients’ performance, and adjusts the pa-
tients’ treatment plan as needed. The same psychologist
can continue the psychosocial support started in the hos-
pital in the homes of the patients. The physicians of the
PCCS team work closely with home hospice care. They
visit patients at the request of the home care coordinator
(e.g. to monitor pain management). When patients are
transferred from the academic hospital to homecare or an-
other facility, the palliative care team will hand over all in-
formation to the team who will be providing subsequent
Fig. 4 Number of palliative consultations requested by departments, 2013–2017, n = 1690
Fig. 5 Reasons for requestion palliative consultation, 2013–2017, n = 1690
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care. The communication, in practice, is bidirectional, and
implies that home care professionals will inform the con-
sultation service team when patients with palliative care
needs are re-admitted to the hospital, and vice versa. In
certain cases, palliative care patients are referred to other
outpatient clinics operating outside the Clinical Centre as
well.
Barriers and facilitators
Barriers:
– The main challenge in the implementation was the
acceptance of the palliative care principles in the
clinical departments, and to align the palliative care
activities (such as symptom management,
psychosocial support, and managing transfer to
home care or final hours care) with the working
procedures of the department.
Facilitators:
– In the initial phase of the programme, the manager
of the PCCS team approached the heads (both
medical and nursing) of the clinical departments, in
which the proportion of seriously-ill patients was
high and discussed how palliative care consulting
service could be introduced in the care process.
– Trust in the services provided by the team could be
established through regular consultation and
feedback from care providers, patients and family
members.
– Members of the palliative team participate in the
medical and nursing education and training at the
University of Pécs. In this way, they can help future
physicians and nurses understand the principles of
palliative care, which could influence their approach
to palliative care.
Leadership & governance
The PCCS programme was established by the Clinical
Centre. The management of the Clinical Centre was very
supportive in the implementation of the programme.
Quotation from a manager: “I have initiated the
submission of an application for the operation of
PCCS and managed the application process. Later, I
followed the development of the programme and en-
sured that colleagues were regularly informed at the
meetings of the head nurses and physicians, as pal-
liative care is a team effort and unfortunately we
still tend not to think in terms of teams.”
As palliative care within hospital settings was a new
form of care in Hungary, the formal requirements for
the operation of PCCS had to be determined and the
necessary regulatory approvals had to be issued by the
Office of the Chief Medical Officer (a governmental
organization).
The head of the PCCS team is a palliative physician
who coordinates the cooperation within the group, ad-
vises physicians in the clinical departments and keeps
contact with the management of the Clinical Centre.
Barriers and facilitators
Barriers:
– Policies to integrate care across organizations and
sectors are missing.
– Collaboration has evolved naturally across providers
(Clinical Centre, homecare, hospice institution and
GPs), and has not yet been formalized through
contracts, organizational or structural integration.
Facilitators:
– The implementation was efficiently facilitated by the
initiator of the programme, who is a well-known, ac-
knowledged professional in the field of palliative care
in Hungary and has gained experience in palliative
care abroad (USA and UK).
– The management of the Clinical Centre stayed
involved throughout the development of the
programme.
– The programme received regulatory support as the
operating licences were approved.
– In order to facilitate the partnership, palliative team
members provide training for GPs on the eligibility
for palliative or hospice care, communication,
documentation etc. to better understand when
patients need to be referred to palliative care.
Workforce
To support the provision of palliative care in the
programme, new professional roles have been created.
The new role of palliative care coordinator is dedicated
to the operation of the consultation service. The pallia-
tive physician and the psychologist are dedicated to pro-
vide palliative services. The core tasks, rights and duties
of these new professional roles were defined by adapting
international experiences to the local conditions. The ac-
tivities of the coordinator, the palliative physician and
the psychologist are innovative in Hungary as they pro-
vide palliative care in an inpatient environment that has
not previously been performed in the Hungarian health-
care system.
Quotation from physician: “The role of a coordinator
and palliative physician have long been established
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in home hospice care. The PCCS is a novelty in a
way that the members of the palliative consulting
service go to the hospital department and provide
care at the bedside. In fact, the care itself was intro-
duced in another setting, where it had not been
available earlier, although the same professionals
are involved in both forms of care.”
PCCS has 2 FTE physicians, 1 FTE psychologist and 1
FTE palliative nurse coordinator.
Coordinator
In addition to assessing the needs of patients and fam-
ilies, the role of the coordinator is to keep records of
palliative care, collect data, and provide comprehensive
statistics on treatment procedures. The coordinator also
plays an important role in internal education and in rais-
ing awareness of palliative care. Vocational training with
a special focus on palliative hospice care and patient
pathway management is required. The coordinator is a
full time job and the position is most often filled by a
qualified nurse.
Palliative physician
The palliative care physician conducts a comprehensive
assessment and creates a personalized symptom man-
agement plan that takes into account the needs and
goals of the patient. It is also the task of the leading
physician to raise awareness of the PCCS team within
the facility. Palliative care requires a special license
from palliative care physicians. This can be obtained
through a one-year training in palliative care and pain
management.
Psychologist
In the Hungarian healthcare system, psychologists usu-
ally provide services outside of inpatient facilities. In-
patient psychological care is therefore an innovative
approach of the program. The team’s psychologist is in-
volved in the care process if psychosocial support is
needed on the ward for patients, family members, or
professional caregivers. The psychologist within the
PCCS team must have a degree in psychology and hos-
pice training and experience in psychosocial care for pa-
tients living with serious illness and experience in
providing support for family members.
Barriers and facilitators
Barriers:
– A high risk was identified (burnout, low income,
lack of recognition) in terms of employee retention,
which can have a strong impact on the future
functioning of the team.
– There is a general shortage of physicians and nurses
in Hungary and no essential changes are expected in
the near future than can hinder the enhancement of
the programme.
Facilitators:
– The members of the PCCS team are very
committed.
– Close cooperation between providers is facilitated by
the overlapping of human resources (members of
the team work in parallel for more providers).
Financing
The permit granted for the operation is a prerequisite
for reimbursement arrangements, however, no contract
could be concluded between the National Health Insur-
ance Fund and the hospital for financing the PCCS. The
legislation is currently not well established. Despite the
lack of reimbursement from the National Healthcare
Fund, the PCCS programme could be funded from a
variety of sources.
One source is the DRG. Inpatient care in Hungary is
reimbursed by DRGs; therefore, a certain amount of fi-
nancing can be indirectly allocated to every patient vis-
ited by the PCCS in the hospital. The amount of DRG
reimbursement has to cover all treatment and operating
costs; therefore, not only the cost of medicines, labour
(professionals), hotel services, but also the costs of diag-
nostic procedures, consultations and overheads. All
palliative care services offered by PCCS are internal con-
sultations for patients. An internal cross-financing
method was introduced to transfer DRG revenue from
clinical departments to the PCCS team. Monthly billing
is based on the number of services provided by the team
multiplied by the performance fee. Another source was
EU funding [TÁMOP 6.2.4 A-11 / 1–2012-0065], which
covered the wages of the coordinator and psychologist
on the team for 3 years.
The insufficient reimbursement does not allow the full
coverage of all operating costs. The Clinical Centre
therefore provides additional resources.
Quotations from a manager: “It is clear that this ser-
vice is needed, but at the moment, there are many
difficulties in its sustainability. It should be consid-
ered as a new form of care that requires the neces-
sary financial resources to operate.”
“In order for the payer to create new codes and to
extend the list of procedures, the costs should be cal-
culated. This is, in principle, the task of the payer.”
An interview with a health care professional in a clinical
department has revealed that while the funding is not
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sufficient to cover all palliative care services, this does
not affect the frequency or number of requests.
Quotation from a non-physician healthcare profes-
sional: “I've never heard of anybody that we cannot
call them now because it would be too expensive. I
think that this has to be a low cost service, which is
worth for us to be able to get the patient home. The
attending physician also cares about what happens
to the patient thereafter and where she or he will be
transferred”.
Barriers and facilitators
Barriers:
– There are major shortcomings on the macro level,
regarding the financial aspects of the programme.
There is no direct reimbursement for the operation
of palliative consult services, and no government
plan has yet been published on how to incentivize
the broader deployment of such services.
– The current financial regulations do not recognize
PCCS as a service to be reimbursed.
– The State Secretariat for Public Health rarely
reviews the list of procedures and assigned fees. The
financial management of the Clinical Centre noted
that the Hungarian system lacks several codes for
palliative care procedures. The available codes cover
only about 60–70% of all activities performed by the
team.
Facilitators:
– The government provided a secured budget (EU
funding for a certain period of time) to launch this
programme, which was a great incentive in the
initial phase.
– Internal budget transfers are used to provide
funding for the programme.
Technologies & medical products
The PCCS programme has not prioritized the improve-
ment and enhanced use of information and communica-
tion technology (ICT) systems. However, the hospital
information system (eMedSolution) at the Clinical
Centre has been changed to support the palliative care
requests and documentation within the institution. A
special module was developed to request consultation
from the team and to keep records of the electronic
documentation.
The system contains information on the reasons for
the requested consultations, recommendations and in-
formation on the further care process of patients, and
specific information on 1) the patients’ ability to self-
care (e.g. Karnofsky Performance Status Scale) and 2)
the type and level of pain on a specific symptoms scale
(e.g. Numeric Rating Scale).
Some of the stakeholders (nurses, managers, informal
caregivers) have expressed their needs for new IT appli-
cations (e.g. remote monitoring, improved care informa-
tion system and video consultation) to be used in the
care process.
Quotation from an informal caregiver: In my opin-
ion, … that solution might be good for us…, when
the patient occasionally makes a recording or writes
a note, which is accessible to the doctor. The point is
that the doctor should have regular information on
the patient he is treating, and can look at the
patient's records, and if necessary, call or ask if she
or he is okay, if everything goes fine…
Barriers and facilitators
Barriers:
– Home based hospice care only has paper-based
documentation, which is inefficient.
– A shortcoming of the current system is that the
documentation cannot be tracked electronically by
providers, especially outside the hospital. Therefore,
no IT support can currently be used to ensure
continuity of care. After the transfer of patients to
another service provider (e.g. homecare, hospice),
the patients are followed-up by telephone and per-
sonal visits.
Facilitators:
– The operation of the PCCS programme was
supported through the establishment of a specific
electronic referral system.
Information & research/monitoring
The programme conducts annual retrospective anonym-
ous analyses of PCCS activities. Indicators include: 1)
number of requested consultations, 2) reasons for refer-
ral, 3) time data for entering and leaving the palliative
care process, 4) key symptoms at enrolment.
Although no quality assurance system has been set up
within the program yet, the team members take the time
and effort to share the indicators of their activities. The
data from the analyses are compared with the previous
year’s results, and the information is presented in in-
ternal meetings with clinical directors and senior nurses
to discuss the challenges and opportunities for further
improvement.
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A formalized evaluation taking into account the health
outcomes, the costs and the use of services and experi-
ence with care has not been carried out so far. There are
informal ways of giving feedback on satisfaction with
care, for example in newspaper articles or in other nat-
ural ways in the form of acknowledgments (cards, let-
ters) given by patients or family members.
The process indicators relate more to the operation of
the programme than to the impact on health, costs, or
experience. Programme management recognized the
need for a proper assessment of impacts and results in a
more scientific approach.
Quotation from a manager: “I think it was a pilot
program, and I think we are now in the evaluation
period. This is necessary to standardize the semi-
formalized or non-formalized elements of the
programme, and to describe them as a model that
could be of help to any other institution in the coun-
try where they want to start such a program.”
Barriers and facilitators
Barriers:
– In addition to data on the use of hospital resources
(length of stay, readmissions, emergency visits etc.),
limited data are available at the individual level
(electronic documentation) to assess health
outcomes, patient experiences and costs.
Facilitators:
– A prospective data collection has been initiated to
obtain information that can be used for policy and
research purposes.
Discussion
The role of palliative care consultation teams is to provide
on-demand services within the hospital [12]. In this quali-
tative study, the characteristics of the PCCS programme
were examined in a structured manner. The impressions
gained through the interviews have helped to understand
the functioning of the program, the acceptance of the inte-
grated, multidisciplinary and patient-centred palliative ap-
proach in the Hungarian healthcare system, and what
challenges the programme has had to face.
Person-centeredness and a holistic approach characterize
the PCCS program. The focus of services is mainly on the
needs of patients and family members. Decisions are there-
fore made by directly involving them. Tailored care is pro-
vided by offering alternative treatment options. In this
regard, patients’ wishes rather than aggressive medical
treatment aims dominate. Informal caregivers are also
involved in decision-making and education on self-
management interventions. In addition to the palliative care
concept, the PCCS programme supports continuity by co-
ordinating care between providers and managing patient
pathways (e.g. transferring patients form inpatient care to
homecare). A recent multicentre cohort study in France
showed that there is still late referral to palliative care and
that the “on request” model which originally characterized
these services is gradually being exchanged for the inte-
grated palliative care model [12]. Several studies suggest
that even after one visit with the palliative care team in in-
patient setting, there are improvements in physical and psy-
chological symptoms, quality of life, as well as patient
satisfaction with care [13–19]. This shift towards integrated
palliative care is of great importance.
The PCCS program was originally a bottom-up initia-
tive that addressed the need for on-site palliative care
and better management of patient pathways. The
programme was introduced by a recognized specialist in
palliative care in Hungary, who gained experience in the
United Kingdom and the United States and transferred
knowledge from abroad [20]. The PCCS sought to match
its service portfolio to the needs defined by the clinical
departments. The success of collaboration depended
mainly on the attitude of the individual attending phys-
ician towards the concept of palliative care. In many
cases, the head nurse of the department also became the
primary contact for the team, as in Hungary, palliative
care is currently better embedded in nurse training than
in the medical education of physicians.
Healthcare decision-makers in Hungary expressed
their commitment to set-up consultation services by al-
locating funding (EU funds) to start the programme.
Without this incentive, it would almost certainly not
have started. However, no financial support was granted
to sustain the operation after the implementation period,
and no plan has yet been published on how to create in-
centives for the wider deployment of PCCS. The con-
tinuation of the PCCS programme was a local decision
by the management of the Clinical Centre, which contin-
ued to fund the programme from internal budget. The
enhancement of the programme requires further evi-
dence on the costs and outcomes of this service.
An earlier retrospective cost analysis in the US dem-
onstrated that palliative care was associated with signifi-
cantly lower impatient costs compared with usual care.
Their study implicated that improved patient outcomes
due to palliative care would be a cost and quality incen-
tive for healthcare providers to initiate and elaborate pal-
liative care programs [4]. These preliminary results of
cost savings were backed by more recent comprehensive
literature reviews of palliative care interventions, which
demonstrated that palliative care was less costly relative
to comparator groups, and in most cases, the difference
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in cost was statistically significant [2, 21]. Studies show
that the rate of hospital cost savings with the involve-
ment of palliative care ranges from 9 to 32% [3, 4, 22–
26]. Within the SELFIE project, an empirical evaluation
of the PCCS is being conducted that includes multiple
outcomes, as divided into a triple aim: improvement in
health and well-being, experience with care, and costs.
The PCCS program was originally a bottom-up initia-
tive that addressed the need for on-site palliative care
and better management of patient pathways. The
programme was introduced by a recognized specialist in
palliative care in Hungary, who gained experience in the
United Kingdom and the United States and transferred
knowledge from abroad [20]. The PCCS sought to match
its service portfolio to the needs defined by the clinical
departments. The success of collaboration depended
mainly on the attitude of the individual attending phys-
ician towards the concept of palliative care.
The key elements for the successful implementation
can be summarized as follows: 1) the expertise and com-
mitment of the initiator, who could introduce a proper
service delivery process; 2) support of the institutional
management regarding financing the programme; 3) effi-
cient communication with and ongoing involvement of
the clinical departments in planning care process; 4) es-
tablishment of a new professional role (coordinator) to
manage the patient pathway across departments and
providers; 5) EU funding, which was a great incentive in
the early phase of the programme. The key barriers are
related to the inappropriate regulatory framework: pol-
icies to integrate care across organizations and sectors
and adequate financial mechanism to reimburse the op-
eration of the programme are still missing. There are
also serious concerns regarding staff retention in health-
care, especially in palliative care, and the lagging behind
in IT development.
A natural limitation of our study is determined by its
qualitative design - the present research was unable to
quantify the added value of PCCS for the health system
in Hungary. The insights presented in this study are
based on a limited number of personal views and experi-
ences and therefore not every aspect of the programme
could be examined. However, we believe that the in-
depth understanding of various stakeholder perspectives,
facilitators and barriers identified in our analysis can
serve as guidance when designing such form of palliative
care and creating the adequate conditions for its sustain-
able operation (especially in Central and Eastern Euro-
pean countries).
Conclusion
The service delivery process of palliative care consult team
could be successfully introduced in an academic centre in
Hungary; however, relevant health policy regulations and
financial schemes to support palliative care consultation
services are still missing. The implementation of inte-
grated care service delivery is feasible on institutional
levels but the sustainability and enhancement of such pro-
grammes require a more systematic approach. The EU
funded SELFIE project aims to address these constraints
by developing a performance-monitoring tool to evaluate
integrated care models, providing financing schemes with
adequate incentives to implement integrated care and de-
veloping implementation strategies.
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